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Breaking bad news is a recognized source of stress for patients, but the impact 
of these consultations on the physician has not been paid as much attention. This 
work aims to raise awareness of this problem through revision of the existent 
literature whilst proposing strategies to deal with it. 
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Methods 
MEDLINE search of English and Portuguese articles published until March 2016 
was conducted, using combinations of the search terms: psychological, burden, 
stress, doctor, physician, bad news. After evaluation of the articles and their 
reference lists, a subset of papers was included in this review. 
 
Results 
Physicians feel, since the first steps into their medical career, that delivering bad 
news is a stressful and fearful event, despite being necessary as a part of 
providing good care to patients. Their stress is reported by the doctors but can 
also be detected by measuring changes in heart rate and skin conductance. The 
most concerning aspects of this perception of stress is when it is overcome by 
the burnout syndrome, which may lead to poorer quality of patient care, and 
compassion fatigue, which is related to troubling psychosocial symptoms. 
Intrinsic characteristics of physicians and clinical communication training do not 
seem to influence the perception of stress. Strategies such as Mindfulness-Based 
Stress Reduction (MBSR) have been proposed as helpful. More trials must be 
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developed to compound further evidence on their efficacy to diminish the 




Increased awareness of the burden felt by physicians and early recognition of the 
common signs of these problems will likely lead to the implementation of   
measures that may help fighting these issues. However, further studies are 
recommended to ascertain this statement. 
 
Keywords 
Clinical Education; Communication Skills; Physician/Patient Relationship; 
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Introduction  
Although it is widely agreed that breaking bad news is a stressful event for 
patients(1), not as much attention has been devoted to the effects of these 
encounters on physicians. In fact, the medical literature dedicated to training 
physicians to deliver bad news to their patients in the most adequate way is 
vast(2), but the psychological impact this process has on medical professionals 
has been less investigated, most of it systematized on studies developed on the 
oncology setting.(2-9). 
 
It is progressively being recognized that delivering bad news is a stressful event 
for doctors (2), being associated with stress(10) and burnout(2), a syndrome 
encompassing emotional exhaustion, depersonalization and low personal 
accomplishment(4). These feelings are reported in both under- and post-
graduate levels(4, 11, 12), across different specialties(4) and different degrees of 
clinical experience(12), making these common medical tasks increasingly more 
burdensome(12), leading to a decrease in the quality of doctor-patient 
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relationship and to detrimental effects on the doctors' life, both professionally and 
personally(4, 12, 13). 
 
Given that the information available on this topic is widely spread amongst the 
available databases, the main objective of our work is to explore documented 
impact that breaking bad news has on physicians' health, particularly their 
emotional and psychological well-being, and which are the proposed strategies 
to prevent and to overcome this problem. 
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Methods 
A search was conducted in MEDLINE for either English or Portuguese articles 
published until March 2016 with the key search terms psychological AND burden 
OR stress AND physician OR doctor AND bad news. Additional papers were 
identified and analyzed from these articles’ reference lists. Each of the papers 
was submitted to an abstract evaluation, and 47 articles were considered relevant 
after this preliminary assessment. Following a full analysis of the studies, 23 
articles were included in this work. 
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Results 
One of the most widely accepted definitions of “bad news” describes this concept 
as “any information which produces a negative alteration to a person’s 
expectations about their present or future.”(14) In being so, it is easily 
understandable how conveying this type of message can be highly disturbing to 
the patient and their relatives, and why research in this area is prolific. However, 
the bad news bearer is also affected by these events(2), especially those who do 
it on a regular basis(15). This notion conflicts the established idea of the doctor 
as “untouchable” and devoid of emotion(15). 
 
Physicians have a negative perception on breaking bad news, considered 
stressful events(2) that cause apprehension, anxiety and fear(16); it is seen as a 
fundamental part of Medicine, however unpleasant and painful(16). This 
perception is felt not only by fully-educated physicians, but by medical students 
as well(12). Moreover, it does not seem to become any easier to deal with these 
encounters as doctors gain experience(12), despite being recognized by 
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physicians that inadequate training in communication skills contributes greatly to 
burnout(17). 
 
The stress responses also translate in physiological changes, such as increase 
in heart rate and skin conductance in anticipation of the breaking bad news 
consultations(10); these findings suggest that physicians are cognitively and 
emotionally engaged with the bad news task, hoping to meet the patients’ needs 
when it comes to giving adequate information and dealing with emotions(10). 
Moreover, studies of simulated breaking bad news consultations have shown that 
the majority of doctors show a short, small degree stress response which peaks 
while anticipating the delivery of the information, followed by a decrease of it 
whilst reading the case information and prior to the consultation(5, 10).  
 
Particular settings pose different degrees of difficulty. Generally, it is 
acknowledged that working with complex families, as well as demanding, rude or 
even hostile patients, is challenging (18). Also, conveying bad news regarding a 
child’s illness is viewed as uncomfortable by nearly 75% of doctors who treat 
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children(19), although being able to do so in a correct manner is seen by the 
majority of physicians as a very important skill(19). 
 
Commonly identified physician fears when breaking bad news comprise being 
blamed by the patient for the bad news, dealing with the patient’s emotions, 
anxiety about how to inform the patient, and wishing to avoid the consultation(12). 
Medical students also report these fears, but include fear of patient’s difficult 
questions and of not knowing how to continue the consultation(12). 
 
A step down on chronic stress is the burnout syndrome, already described as “a 
professional psychological stress-induced syndrome defined by the three 
dimensions: emotional exhaustion, depersonalization and low personal 
accomplishment”(4). This syndrome has a severely harmful effect on physicians’ 
quality of life and it has been linked to an increased risk of suicidal ideation, 
poorer quality of patient care, increased medical mistakes and litigations, 
diminished empathy, job withdrawal and nonattendance, as well as anxiolytic 
misuse(4). As assessed by the Maslach Burnout Inventory, a gold-standard 
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measure, more burnout has been reported amongst physicians who routinely 
deal with chronically ill or dying patients, such as Oncologists, but also amongst 
medical residents(4). 
 
Although sometimes used as synonyms, it has been reported that doctors are 
also vulnerable to compassion fatigue, which is described as occurring when a 
healthcare provider feels “overwhelmed by repeated empathic engagement” with 
patients, being characterized by reliving aspects of the trauma, avoiding 
reminders of the event, as well as psychosocial symptoms such as irritability, 
altered sleep patterns, sadness and avoidance of tasks(20). While it has been 
recognized to be emotionally distressing, without adequate awareness of this 
issue professionals will fail to detect compassion fatigue (20). 
 
Associated burden levels are surprisingly high, with nearly half of oncologists 
reporting high levels of burden(2) and about a fifth confessing the willing to leave 
oncology work due to this burden(2). Interestingly, the physicians’ background – 
such as age, gender, specialty, experience and frequency of delivering bad news, 
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formal communication skills training, among others - has not been demonstrated 
to be a determinant of reported burden(2, 13); on the other hand, factors such as 
a high workload, a lack of personal or vacation time, a sensation of fallibility as a 
doctor, emotions and a difficult working environment have been reported as 
associated to burnout(4). 
 
Indeed, formal training does not seem to reduce the perceived stress of breaking 
bad news, albeit it may make doctors more confident on their skills, more 
empathetic, supportive and more effective, and is overall perceived by the vast 
majority of physicians to be extremely important to receive such training(13, 21). 
Doctors fear losing control of their behavior when delivering bad news, such as 
the switch of treatment – from adjuvant therapies to palliative care(17). It is an 
emotive process, especially if a long-term doctor-patient relationship exists, and 
it may elicit existential thoughts in physicians, related with human death and even 
their own perishable nature(17). 
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In order to diminish the burden experienced by physicians, it is recognized that 
active measures should be taken to alleviate such agonizing feelings(4). Among 
the suggested interventions, the most commonly referred and thus most widely 
agreed upon are the improvement of clinical communication skills(2, 4, 15), the 
improvement of breaking bad news conditions(2) – such as allowing sufficient 
time and an adequate environment for the consultation and securing the 
availability of multidisciplinary care teams who cooperate to streamline patient 
care(2) – , and the acquisition of stress management mechanisms that would 
assist doctors in resisting stress and burnout(4, 15). 
 
In fact, it has been reported that courses directed to the learning of how to 
manage stress have been able to reduce levels of burnout over the short and 
long term(4, 22), improving doctors’ sensation of wellbeing as well as refining 
their attitudes towards providing the best health care to their patients(4), whilst 
helping physicians pull through the burnout syndrome and lessening the rate of 
suicidal ideation in medical students(4). Such approaches may include the 
acquisition of knowledge in areas such as existentiality of spirituality according to 
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one’s creed(17), but also through MBSR mechanisms that have demonstrated 
their effectiveness in reducing significantly stress and burnout, decreasing 
emotional exhaustion, depersonalization and judgmental attitudes towards 
patients as well as a positive impact in the physicians’ overall wellbeing(23). 
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Conclusion 
The impact of the breaking bad news process must be recognized and accepted 
as a fundamental part of the doctor-patient relationship and as an important 
variable regarding both patients’ and doctors’ wellbeing, with a clinically relevant 
influence in the health care provided. The high prevalence of burden within the 
medical community should be adequately detected by clinicians as well as by 
their peers, which should be aware of the common signals of burnout and 
compassion fatigue and therefore prompt the implementation of coping strategies 
amongst medical teams, possibly through the creation of support groups and the 
application of MBSR mechanisms, which have already shown promising results 
in the aforementioned studies, in both physicians’ wellbeing and patient care(23). 
However, it is our belief that further studies should be conducted to ascertain the 
precise benefit of such approaches in a more general setting of medical care, in 
different medical specialties as well as in other healthcare professionals. 
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Medical Education is an international, peer-reviewed, journal with distribution to 
readers in more than 80 countries. The journal seeks to enhance its position as the 
pre-eminent journal in the field of education for health care professionals and aims to 
publish material of the highest quality reflecting world wide or provocative issues and 
perspectives. The contents will be of interest to learners, teachers and researchers. It 
aims to have a significant impact on scholarship in medical education and, ultimately, 
on the quality of health care by prioritising papers that offer a fundamental advance in 
understanding of educationally relevant issues. The journal welcomes papers on any 
aspect of health professional education. 
 
1. The journal’s mission in education and research 
Manuscripts and reviews submitted to Medical Education may be used by the 
editorial team for teaching and research purposes with potential authors and 
reviewers. Authors and reviewers may be asked from time to time to take part in 
surveys.  Every effort will be made to protect confidentiality. Names will not be 
passed to third parties. 
 
2. Ethical issues 
Manuscripts should be prepared in accordance with the ICMJE Recommendations 
for the Conduct, Reporting, Editing, and Publication of Scholarly Work in Medical 
Journals (see http://www.icmje.org/). All manuscripts are considered on the 
understanding that they have not been published previously in print or electronic 
format and that they are not under consideration by another publication or medium. 
Medical Education is committed to the Committee on Publication Ethics (COPE) 
Code of Conduct (http://publicationethics.org/). Authors should familiarise themselves 
with issues of publication ethics noted by COPE including duplicate publication, 
duplicate submission and ‘salami slicing’ as these behaviours will not be accepted. 
By submitting your manuscript to Medical Education you accept that your manuscript 
may be screened for plagiarism against previously published works. 
 
3. Submission of manuscripts 
Manuscripts should be submitted online at 
http://mc.manuscriptcentral.com/medicaleducation . Full instructions and support are 
available on the site. Papers not correctly formatted will be returned to the authors for 
correction and resubmission.  It is recommended that, where possible, figures are 
embedded at the end of the manuscript in a single document. Identifying details (see 
section 8) are requested during the submission process rather than in a separate 
document. If you cannot submit online, please contact the Editorial Office (Medical 
Education, Plymouth Science Park, Davy Road, Plymouth PL6 8BX, UK. E-mail: 
med@mededuc.com). 
 
4. Criteria for manuscripts 
All manuscripts should meet the following criteria: the writing is clear and the 
information important and likely to be of interest to an international audience. For 
research papers, the study methods should be appropriate and the data valid; and for 
both discussion papers and research papers, the conclusions should be reasonable, 
should be supported by evidence with proper citation, and should offer a compelling 
argument for how publication of the work would advance understanding for the field. 
Consonant with this latter criterion, we do not generally publish curriculum 
descriptions or quality evaluations primarily of relevance to specific locations. Papers 
are selected for peer review and publication based on these criteria. We publish 
roughly 10% of research manuscripts received each year. We welcome contributions 
from authors whose first language is not English, although it is recommended that the 
manuscript be reviewed and edited by a colleague or commercial editor who is fluent 
in written English prior to submission. All authors are encouraged to review the 
Guidelines for Reviewers (see Med Educ 2009; 43:2-4 and click ‘read’ at 
www.mededuc.com) prior to submitting their manuscripts. 
 
5. Editorial and peer review process 
All submitted manuscripts are read initially by the editor. One or more associate 
editors may also be involved in early decision making. Papers with insufficient priority 
for publication are rejected at this stage. Other manuscripts are sent to experts in the 
field for peer review. Author identity is not disclosed to reviewers, but reviewers are 
encouraged to sign their reviews in the interest of providing responsible feedback 
(see Med Educ 2012; 46:924-5). Guidelines for reviewers are available from 
www.mededuc.com click ‘read’. Average time to initial decision is less than one 
month and nearly all manuscripts receive such a decision within 12 weeks. All 
accepted manuscripts are edited according to the journal’s style and returned to the 
author as page proofs for approval. Authors are responsible for all statements made 
in their work. 
 
6. Categories of manuscript 
Medical Education publishes original research papers, review articles, special feature 
pieces, and short reports of research in progress or of educational innovation, 
commentaries, and letters to the editor. Specific guidelines are shown below: 
Original Research: Generally less than 3,000 words, but longer papers will be 
accepted if the context warrants the inclusion of more text (see Med Educ 2010; 
44:432). An abstract, structured under subheadings, of no more than 300 words must 
be included and the paper should contain a maximum of five tables or figures with 
references included in the Vancouver style. The paper will usually be organised using 
the Introduction, Methods, Results, and Discussion (IMRAD) structure. The 
introduction should include a strong conceptual framework that indicates how 
publication of the paper can be expected to fill a gap in knowledge that is important 
for the field to fill. The context of the work and your choice of methods must be made 
clear. Qualitative and quantitative research approaches are equally welcome. All 
papers must also clearly articulate how the findings should be interpreted and how 
they advance understanding of the issue under study. See Med Educ 2009; 43:294-
6. 
Review articles: Generally less than 3,000 words, plus a structured abstract of no 
more than 300 words. References must be in Vancouver style and up to 2 tables or 
figures are permissible. Systematic or critical reviews are welcome, but again, both 
types of reviews will be held to the criterion of needing to advance understanding 
beyond the current. See Med Educ 2008; 42:852-3. 
The Cross-Cutting Edge: Generally less than 4000 words plus a structured abstract 
of no more than 300 words.  References must be in Vancouver style and up to 2 
tables or figures are permissible. Authors are warned that Cross-cutting edge papers 
are aimed at a very particular niche, which is to make cutting edge research 
(empirical findings and theory) that is relevant to but generally published outside of 
health professions education journals (i.e., cross-cutting) accessible to the readership 
of Medical Education. See Med Educ 42(10):950-1 for an overview and please send 
inquiries to med@mededuc.com if you are uncertain about whether or not your 
planned article fits this section.  Ideas for topics/authors to recruit are also welcomed. 
Really Good Stuff: Lessons learned through innovation in medical education 
Short structured report of no more than 500 words with no figures or tables and one 
allowable reference.  These articles should have a maximum of four authors and the 
report should be organised into three sections: What problem was addressed?  
What was tried? What lessons were learned? Detailed guidelines for this section 
are available online at www.mededuc.com click ‘read’ or from ‘Instructions and forms’ 
on the online submission site http://mc.manuscriptcentral.com/medicaleducation. 
Authors are advised to also see Med Educ 2011; 45 (5) 434-5. 
Commentaries: Brief discussion articles focused on a particularly timely issue in 
health professional education, these papers are up to 1,000 words in length and 
should include no more than 10 references. 5 short ‘pull-out’ quotations (extracted 
verbatim from the commentary, each of which is approximately 18 words long) 
should be supplied to highlight the main messages the author would like readers to 
take away from their commentary. An abstract is not required. 
When I say…: Generally less than 500 words plus 5 references. These brief articles 
are aimed at clarifying important terminology within the field in a meaningful and 
entertaining way.  Interested authors should consult Med Educ 2013; 47:856-7 for 
details regarding the specific focus of this series. As well, they should review the 
“When I say…” virtual issue (accessible by clicking ‘read’ at www.mededuc.com) 
along with more recent issues of the journal to ensure that the topic of interest has 
not already been covered. 
Letters to the Editor: Up to 400 words plus 6 references in Vancouver style. Brief 
descriptions of research results or educational innovations are not accepted as 
letters because such documents belong in one of the sections describe above. 
 
7. Preparation of manuscripts 
A checklist to assist in the preparation of the manuscript for submission and the 
guidelines for authors are available by clicking ‘instructions and forms’ on 
http://mc.manuscriptcentral.com/medicaleducation 
 
The anonymous manuscript 
A full version of the manuscript as well as a fully anonymised version should be 
submitted.  In the anonymised version authors should NOT identify themselves or 
their institution. This includes ensuring that neither the filename nor the 
footer/header contains the authors’ names or initials.  
Front matter: Authors should restrict titles to 15 words or fewer (90 characters 
including spaces), and the editor reserves the right to edit titles. Most manuscripts 
should also include a structured (i.e., sub-titled) abstract of up to 300 words.   
Main text: We encourage the use of the active voice, short sentences and clear sub- 
headings throughout the text. The manuscript should be double-spaced with a wide 
margin (at least 3 cm) on either side. All pages should be numbered. Do not use 
abbreviations without first defining the abbreviation in full. All scientific units should 
be expressed in SI units. Both numbers and percentages should be given (not 
percentages alone) when relevant. Where statistical methods are used in analysis 
their use should be explained in the setting of the study and an appendix given if the 
method is particularly unusual or complex. For all research-oriented manuscripts a 
consideration of the strengths and weaknesses of the approach used should be 
included. To ensure that your paper is as impactful as it can be, authors are 
encouraged to consider tips for optimising the likelihood that their work will be 
identified through an internet search (see http://exchanges.wiley.com/authors/writing-
for-seo_334.html ). 
End-matter: Where figures, tables or illustrations from other publications have been 
used, appropriate permissions should be obtained prior to submission. 
Referencing should be double spaced using the Vancouver style. Authors are 
advised to consult the BioMedical Editor 
(http://www.biomedicaleditor.com/vancouver-style.html) for details of the Vancouver 
reference style. Additional illustrations/appendices can be published on-line as 
supplementary material.   
 
Keep a copy of the original manuscript for reference. An e-mail acknowledgement of 
receipt will be sent by the journal. Any material sent to the Editorial Office will not be 
returned. 
 
We reserve the right to copy edit papers to house style before final publication, but 
substantive changes will be the responsibility of the authors. 
 
8. The identifying information 
The corresponding author should ensure that the following information is provided for 
each author during the submission process:  
a) The full address, institution and contact details. It is the corresponding author’s 
responsibility to ensure that each author holds a user account on the submission 
system and that the details held are current. 
b) The individual contributions made by each author to the work described in the 
paper.  All authors must meet all of the ICMJE criteria for authorship, which include: 
• Substantial contributions to the conception or design of the work; or the 
acquisition, analysis, or interpretation of data for the work; AND 
• Drafting the work or revising it critically for important intellectual content; AND 
• Final approval of the version to be published; AND 
• Agreement to be accountable for all aspects of the work in ensuring that 
questions related to the accuracy or integrity of any part of the work are 
appropriately investigated and resolved. 
c) Details of any funding 
d) Details of any acknowledgements 
e) A statement indicating whether ethical approval was sought and received for the 
research described. All work involving research on human subjects must comply 
with the Declaration of Helsinki (http://www.wma.net/e/policy/b3.htm) and authors 
must confirm, where appropriate, that informed consent was given. We expect ethical 
approval to have been sought from an appropriate body, such as an Institutional 
Review Board (IRB) or Independent Ethics Committee (IEC), where such bodies 
exist to review educational research. Both the manuscript itself and the online 
submission form should indicate the outcome of the application, even when the 
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